MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF PUBLIC HEALTH AND WHLFARE %‘f&l? _ __
DO NOT WRITE AMENDED %&w ___;‘é.zﬁh___rrlmw Registration District No. __£__7_ %2 7 _ Registrar's No. —42—‘5:-_@ 63-503%84 3

ON TRIS STUB

1. PLACE OF DEATH . [(Z USUAL RESIDENCE (Where deceased lived. If instilstion: Residence before
VS 300 8. COUNTY

Rev., 4/ 59

. " a. STATE b. COUNTY . sdmizion)
Pulaski , S Missouri ask o
b. C(I);Y {If outside corpcrate limits, give TOWNSHIP only) Length of stay in 1b . Pul S Inside Limits

=]
TOWN  Wavnesville. 2 hours Riiral Union Yes O No
c. FULL NAME (R)F (If NOT in hospital, give Ioﬂﬂnn} Irside Limits B (if cutside, give location) Reside on Farm

1
_D*ZSQ ROSPITAL Of

206 ch INSTITUTION . Y i} NoO . Rt. #l, Dixon, M. ssouri j¥=§ MO

3 v 3. NAME OF DECEASED First Middie -4. DATE Maonth
(Type or print)

DATE AMENDED

Day Year
. . OF
Guy Farl Baker DEATH 9 11 1963
5. SEX &. COLOR OR RACE FA Mlmedm Never f.dmied O 8. DATE OF BIRTH 9. AGE [last birthday) |IF UNDER 1 YEAR | IF UNDER 24.HR
Male White Widowed [ Ovorced O [6/26/1897 | 66 Montha || Ders [ Hours |- Min.

10a. USUAL OCCUPATION. (Give kind:of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) [ 12. CITIZEN OF WHAT COUNTRS
during mast of working life, even if retired)

Farming Qwn_Farm Maries Countv, Mo, U, S, A,
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

William Baker Mary Capehart Violet Baker

T5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. [17. TNFORMANT Addes Toute F1

Yes, no, kn 3 | (If , @i dates of servic™
(Yes, no. or unknown) | (IF yes. give war o dates of servi Mrs, Guy E. Baker, Dixon, Missouri

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWE
PART |. DEATH WAS CAUSED BY: ’ﬁNSE'I' AND‘DEA'F#

IMMEDIATE CAUSE (a)

)

o
A

o

i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

—
Z
7]
=
=]
v
Q
fa3

=L
D
b

which gave rise to
above causa (),

INSTEAD OF

stating the under-
fying cavse last

Conditions; if any,] DUE.TO (b)

DUE TO {c}

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reiated to the terminal PART )il If deceased was female wam
disease condition given in PART | (a) ‘thera a pregnancy in last 90 days.

_]E!Yel] ] Ne I O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of itam 18.)
PERFORMED? O ] [m]
YES[J NOO
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
pm. -

20d. INJURY OCCURRED 20m. PLACE OF INJURY [e.g., in or about home, | 206, CITY, TOWN, OR LOCATION COUNTY
WHiLE AT WORK [] farm, factory, street, office bldg., aic.) )
NOT WHILE AT WORK []

7 1 sttended the deceased from ,”"/,/-_/ﬁ 3 to #—//-é 3 and laﬂuwh'maﬁwm 4 //"'é 5 '

Daath occurred ot 8 ';0 'PA_I‘II on the date stated above, and to the besf of my knowledge, from the causes stated.

/W ¥ie il A
//}/ i, (OCATION (Cliy, Town, of %_ 'ZZL‘

23a. BURTAL, CREMAT! 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY (State)

REMOVAL (Specin . . ]
| 9/AN/1963 1 TDixon Cey petberar ixgn, Missourl
WECD. BY LOCAL REG. | 28,/REGISTRAR" ATURE

i
24. FUNERAL DIRECTOR ADDRESS

Gilbert Funeral Home, Inc., Dixon, HMo. 7-/&-&3F %1/

{Li d Embalmer’s § ? on Reverse Side}

MEDICAL CERTIFICATION

USE BLACK INK
OoR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

“I hereby certify that the body whose name is recorded on the reverse side of this certificate ' was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed W/Z Ma&-&/ ///9 Mf’éz/,l, /Aqu/

Signature of Student Embsimer

i - —’
) Licensed Embaimer NolAj oS

Dixon, Missouri

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). L.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
_ If this body is not embalmed, fact should be so stated above.




